The COVID-19 pandemic that continues to ravage communities all over the United States is serving to highlight some of the long-standing inequities that have plagued our nation. At the time this article was written, members of the Black community accounted for 52% of COVID-19 deaths in Milwaukee County.[@bib1] This is a striking disparity in a county where only 27% of the population identifies as Black.[@bib2] Similar disparities are noted throughout the United States as other minority and vulnerable populations fall victim to complications from the virus.[@bib3] ^,^ [@bib4]

The same communities disproportionately affected by COVID-19 also face increased cancer disparities across the cancer care continuum, from prevention through diagnosis and death. For example, the same Black neighborhoods in Milwaukee with the highest concentration of COVID-19 cases also face increased breast cancer--specific mortality.[@bib5] This mirrors what is seen nationally, where Black individuals have the highest mortality of any racial/ethnic group for all cancers combined and the most individual cancer types as well.[@bib6] However, cancer inequities affect other racial/ethnic groups and other vulnerable populations, including rural communities and patients cared for in low-resource or underresourced practice settings.[@bib7] As with COVID-19, the primary driver of these disparities is not simply biologic, but rooted in systemic bias and the social determinants of health (SDOH).

SDOH are the conditions in which people are born, grow, live, work, and age as well as the complex interrelated social structures and economic systems that shape these conditions.[@bib8] With the recent murder of George Floyd, a conversation about the economic system of structural racism and importance of social justice is advancing in our speciality.[@bib9] However, anti-Black racism is just one form of injustice that leads to inequitable care. Radiation oncologists have historically focused on advancements in radiobiology and technology to improve cancer care for our patients. But what is the purpose of innovation if so many are excluded from benefiting from these advances? The Robert Wood Johnson Foundation states:"Health equity means that everyone has a fair and just opportunity to be as healthy as possible. This requires removing obstacles to health such as poverty, discrimination, and their consequences, including powerlessness and lack of access to good jobs with fair pay, quality education and housing, safe environments, and health care.[@bib10]"

Equity---not equality---is the key to sustainable change: It takes into consideration the social context and existing barriers to care. During this COVID-19 pandemic, stories have emerged of lack of testing in poorer communities, including nursing homes, and of Black persons being turned away or receiving substandard care. If equitable care cannot be provided during a pandemic that presumably inflicts harm indiscriminately, some may question how health care can change to affect patients with cancer. Harm from COVID-19 is not indiscriminate due to structural barriers, and although accomplishing equity in health care is complex and multifactorial, a change is needed now.[@bib11]

How can radiation oncologists be engaged in bringing more equitable cancer care to the communities we serve?

Direct Collaboration With Communities and Community-Engaged Researchers {#sec1}
=======================================================================

We need to ensure that bench-to-bedside discoveries are reaching all communities. Community-engaged approaches, defined as collaborative methods for participation, shared decision-making, and mutual ownership in all aspects of the research process by the communities affected by the issues being studied, are critical.[@bib12]

Health equity solutions need to address the SDOH, including employment, housing, food, and poverty; education access and enrollment; community contexts including incarceration, discrimination, and civic communication; health care access and literacy; and the neighborhood environment, including crime, violence, and environmental conditions.[@bib13] Additionally, structural racism, defined as a system in which public policies, institutional practices, cultural representations, and other norms work in reinforcing ways to perpetuate racial inequity, continues to create disadvantages for vulnerable communities and must be dismantled.[@bib14]

Radiation oncologists often lack the education, training, and resources to perform community-engaged research, but several radiation oncologists have developed expertise in this field.[@bib15] ^,^ [@bib16] For example, radiation oncologist Dr Daniel Petereit oversees the Walking Forward program that aims to directly address health disparities in American Indians through improved community education, clinical trial enrollment, smoking cessation, and cancer screening.[@bib15] By working collaboratively with expert radiation oncology colleagues and community organizations, we can eliminate barriers for marginalized communities.

More Research and Advocacy for Health Equity {#sec2}
============================================

While we investigate new and promising cancer care approaches, it is critical to ensure diverse participation among clinical trial participants. Despite increased cancer burden in some communities, racial/ethnic minorities are consistently underrepresented in landmark clinical trials and data suggest that minority enrollment has been decreasing with time.[@bib17] ^,^ [@bib18] A challenge in truly understanding the landscape of clinical trial participation is the lack of requirement to report race/ethnicity data in published abstracts and manuscripts. This can be easily rectified.

A recent National Institutes of Health report showed health disparities research is less likely to be funded despite the compelling societal need and broad potential impact.[@bib19] Deliberate institutional and organizational efforts are needed to combat this bias. In 2019, the Radiation Oncology Institute announced a request for proposals focused on improving diversity and inclusion in radiation oncology.[@bib20] Through this mechanism, the Radiation Oncology Institute sought innovative ideas to reduce disparities in patient care, increase participation of underrepresented groups in clinical trials, and improve diversity in the radiation oncology workforce. Other mechanisms designed to increase support, resources, and advocacy for radiation oncology research that focuses on health disparities are needed to improve our ability to bring our radiotherapeutic innovations to the most vulnerable communities.

Many of the current research priorities in radiation oncology may directly address inequities in health care. For example, the use of hypofractionation may reduce the financial toxicities of treatment and greatly relieve the burden of transportation for patients who are geographically distanced or lack reliable and safe access. However, barriers exist in accessing newer technologies such as particle therapy; these may be limited by geography and cost.[@bib21] As we develop new and effective ways to treat patients with cancer, radiation oncologists need to be intentional in providing opportunities for all communities to benefit from these advancements equally. Additionally, accreditation bodies should recognize health equity as a safety and quality metric, and institutional leaders should create practice quality improvement initiatives that explicitly address inequities within their communities.

Develop a Diverse Workforce Committed to Inclusive Excellence {#sec3}
=============================================================

Several imperatives support a diverse workforce. First, increasing workforce diversity is an imperative from our regulatory and accrediting bodies such as the Liaison Committee for Medical Education, Association of American Medical Colleges, and Accreditation Council for Graduate Medical Education.[@bib22], [@bib23], [@bib24] Second, the business imperative demonstrates that diverse teams produce better innovation, profits, and products.[@bib25] Third, the clinical imperative is illustrated by data showing that minority providers are more likely to practice in underserved communities and that physician-patient race concordance improves communication effectiveness and trust for minority patients.[@bib26] ^,^ [@bib27] Finally, the moral imperative obliges physicians to assist those with the most inequity without judgment.

Beyond a compositionally diverse workforce, we need to ensure that our workforce is committed to inclusive excellence.[@bib28] Radiation oncologists need to become aware of and mitigate their implicit biases, remain ready to identify and address microaggressions and discrimination, and develop proficiency in bystander training. The approach to our patients, learners, and colleagues must be grounded in cultural humility.

Radiation oncology ranks among the lowest specialties for representation of Black and Hispanic individuals in the resident workforce.[@bib29] Only 3% to 5% of practicing radiation oncologists or faculty members identify as Black or Hispanic, with no indication that this trend is improving over time.[@bib30] An inclusive workforce that reflects our diverse communities is necessary to provide the best patient care. Program directors and search committees should create comprehensive and intentional strategies to successfully recruit diverse candidates.[@bib31]

As leaders of the American Society for Radiation Oncology (ASTRO) Committee for Health Equity, Diversity, and Inclusion, we serve an organization that lists diversity and inclusion as core values and oversees programs to enhance workforce diversity.[@bib32] ASTRO-sponsored programs include the Minority Summer Fellowship designed to provide funded research experiences for medical students from backgrounds underrepresented in medicine; the Aspiring Scientists and Physicians Program, which exposes medical and prehealth students interested in radiation oncology to workshops and professional experiences at the annual meeting; and the Leadership Pipeline Program, which develops future ASTRO leaders with an interest in diversity, inclusion, and health equity.[@bib33] ^,^ [@bib34] However, sustained improvement in diverse representation and a longstanding culture of inclusion will not come from committee work alone but must involve broad support from institutional leaders and practicing physicians alike.

Conclusion {#sec4}
==========

During the COVID-19 pandemic, we have come together as a society in unprecedented ways to "flatten the curve." We are staying home, practicing social distancing, and following hygiene guidelines to mitigate the spread of this virus. In doing so, our economy has suffered and we have sacrificed many aspects of our own individual pursuit of happiness. We did all of this to protect our patients, the elderly, and those at highest risk of complications. The disparities in outcomes that emerged highlight the public health imperative. We challenge our colleagues in radiation oncology to continue this renewed passion to protect the vulnerable in the post--COVID-19 era. The gaps in care are categorically unacceptable; the time to achieve health equity is now.
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